Herein we report a case of restless legs syndrome (RLS) during pregnancy in a 32-year-old woman who began feeling pain in her feet at night at 30 weeks of gestation. She could relieve the pain by moving her legs, but her symptoms worsened, preventing sleep. She was diagnosed with pregnancy-related RLS. Neither carbamazepine nor gabapentin alleviated her symptoms effectively, but the discomfort spontaneously improved two months after delivery. RLS during pregnancy leads to sleep disorders, which are associated with adverse pregnancy outcomes. More attention should be given to RLS during pregnancy.
INTRODUCTION

Restless legs syndrome (RLS) is a neurological
disorder characterised by a strong urge to move the legs. Pregnant women have been considered to be at higher risk of experiencing RLS than the general population, but little has been reported on the Japanese prevalence of RLS during pregnancy. The pathophysiology of RLS during pregnancy remains unclear. It is often overlooked and tends to be difficult to treat because of the limited number of available medications. We herein describe a case of RLS that occurred during pregnancy, the symptoms of which were not effectively controlled by medications but spontaneously resolved after delivery.
CASE REPORT
A 32-year-old pregnant woman was admitted to our department for evaluation of leg pain. Her pregnancy had been uneventful with the exception of severe hyperemesis gravidarum until 30 weeks of pregnancy, but she subsequently began to feel mild pain in her feet. She consulted our orthopedics department several times and had medical examinations. However, the cause of her pain was unclear and her symptoms gradually worsened enough to prevent her from sleeping at night; at this point she was introduced to the department of general internal medicine at 34 weeks of gestation. On admission she was feeling severe pain and numbness in her legs and hands without respite. The pain was exacerbated at night and in the early morning and was relieved by walking or massages. She had no history of mental disorder or psychosocial problems. She had no recent history of fever, rash, photosensitivity, or oral aphthae. She had a history of uterine myomectomy 3 years prior to admission. She did not smoke, consume alcohol, or take medication. She had no remarkable family history.
On physical examination, she was conscious, alert, and well oriented. Her blood pressure was 120/90 mmHg, pulse rate was 80 beats/minute, and respiratory rate was 20 breaths/minute. She was afebrile. Her breath and heart sounds were clear. Her abdomen was soft. She felt spontaneous pain in the legs and hands without edema, heat, or tenderness. Purpura due to strong massages was observed on the pretibial regions.
All neurological findings were normal. The laboratory findings, shown in Table 1 was added because of deficiency. Her symptoms did not improve, and on day 6, the dosage of CBZ was increased to 300 mg/day, but with little effect. On day 8, CBZ was changed to gabapentin (GBP) at 600 mg/ day. The pain became slightly less severe for two days.
However, her symptoms became severe again, and we increased the GBP dosage to 1,200 mg/day. She was discharged without sufficient relief on the 14th day of admission (36 weeks of gestation) and discontinued
GBP.
No medications showed a remarkable effect on her symptoms, and she decided to deliver by Caesarean section at 37 weeks of gestation. Her symptoms disappeared almost completely for 3 days after the operation because of the epidural anaesthesia, but subsequently recurred, and she took 600 mg of GBP as required. After the second discharge, our outpatient department followed up, but with no medication (she chose not to Symptoms of RLS during pregnancy usually begin during the second or third trimester and tend to improve after delivery. 3 Half of all pregnant women with RLS improve within two weeks after delivery, and almost all of them improve within six months. The pathophysiology of RLS during pregnancy remains unclear, but estrogens may play an important role from the viewpoint of improvement after delivery. In the present case, the symptoms actually began during the third trimester and spontaneously abated about two months after delivery.
RLS during pregnancy is one cause of sleep disorders, which are associated with adverse pregnancy outcomes, including preeclampsia, elevated serum glucose, depression, prolonged labour, and Caesarean birth. 6, 7 Indeed, sleep disturbances and a depressed mood are more common and the frequency of Caesarean delivery is higher among women with RLS than among those without. 8, 9 Medications for treatment of RLS symptoms and their safety in pregnancy are summarised in Table 2. 10 Dopaminergic drugs are generally the first-line agents and include levodopa, bromocriptine, pergolide, pramipexole, ropinirole, and cabergoline. However they are contraindicated or not recommended in pregnant women. Opioids such as codeine and anticonvulsants, such as CBZ and GBP, are options for managing RLS symptoms during pregnancy. In the present case, we prescribed CBZ and GBP to relieve her severe pain, neither of which showed sufficient effectiveness.
Codeine might be another option, but the patient preferred not to take it. We speculate that if the patient had been diagnosed and treated at an earlier stage, her symptoms might have been relieved more effectively. 
